What is known on the subject?
| INTRODUCTION
Restraint is the intentional restriction of a person's voluntary movement or behaviour (Royal College of Nursing: RCN, 2008) and has a long history in mental healthcare. One type of restraint is physical restraint which refers to direct physical contact where the intervener's intention is to prevent, restrict or subdue movement of another person (Department of Health: DH, 2014) , involving staff members holding, moving or blocking patients' movements (RCN, 2008) . It is estimated that 12% of UK mental health patients experience physical restraint (CQC, 2011) , but its use varies within the UK (Mind, 2013) and internationally (Raboch et al., 2010) . Other forms of restraint include chemical restraint, when medication is prescribed as needed as a reaction to agitated or aggressive behaviour for sedation purposes (Currier & Allen, 2000; Donat, 2005) , and mechanical restraint which involves utilizing equipment to restrict movement (Bak, Brandt-Christensen, Sestoft, & Zoffman, 2012; Stewart, Merwe, Bowers, Simpson, & Jones, 2010) .
It has been argued that physical restraint is necessary for maintaining safety; however, it has negative physical, psychological, financial and relational consequences. Patients and staff report feeling distressed, anxious, scared, angry and reminded of previous trauma (Bigwood & Crowe, 2008; Bonner, Lowe, Rawcliffe, & Wellman, 2002; Kontio et al., 2012; Sequeira & Halstead, 2004; Strout, 2010; Stubbs, Yorston, & Knight, 2008) , and patients and staff report that it is damaging to patient/staff relationships and incompatible with caring values (Chuang & Huang, 2007; Steinert, Bergbauer, Schmid, & Gebhardt, 2007; Wynn, 2004) . Negative physical consequences have been reported for patients and staff (Mohr, Petti, & Mohr, 2003; Paterson & Duxbury, 2007; Stubbs, 2009) , and restraint-related injuries, lost working hours and staff demoralization are financially costly (LeBel & Goldstein, 2005) . Restraint has also been found to decrease job satisfaction amongst mental health staff (Wilson, Rouse, Rae, & Kar Ray, 2017) , which is of particular concern in the light of worldwide concerns about the recruitment and retention of healthcare staff (WHO, 2014) .
Guidelines and policies calling for restraint reduction have emerged internationally (Australian Council on Healthcare Standards, 2008; Curie, 2005; DH, 2014; LeBel, 2008; MSSS, 2002a,b) ; however, these policies neither provide evidence-based guidance on how to achieve restraint reduction nor acknowledge the difficulty in reducing restraint whilst maintaining safety, which is central to the therapeutic milieu of mental health wards (Gerace, Oster, O'Kane, Hayman, & Muir-Cochrane, 2016; Hopkins, Loeb, & Fick, 2009; Muir-Cochrane, Oster, Grotto, Gerace, & Jones, 2013) . There is a growing body of literature exploring the impact of various restraint reduction interventions on restraint use (for a review see : Johnson, 2010; Scanlan, 2010) . One example of an American intervention is the National Association of State Mental Health Program Directors' (NASMHPD) six core strategies which comprise: clear leadership towards organizational change; use of data to inform practice; workforce development including recovery-oriented environments and training; use of restraint reduction tools (e.g., comfort rooms); increased patient role; and providing vigorous, nonpunitive and supportive debriefing (Huckshorn, 2004) .
A systematic review of restraint reduction interventions recently conducted by the present authors (Wilson, Rouse, Rae, Jones, & Kar Ray, 2015) found that the majority of published evaluations of restraint reduction interventions were conducted in America and the majority assessed the impact on mechanical restraint. The lack of studies reporting on the effects of interventions on other types of restraint Methods: Interviews were conducted with 13 inpatients and 22 staff members with experience of restraint on adult mental health inpatient wards in one UK National Health Service Trust.
Results: Findings centred on four overarching themes: improving communication and relationships between staff/patients; making staff-related changes; improving ward environments/spaces; and having more activities. However, concerns were raised around practicalities/feasibility of their implementation.
Discussion: Continued research is needed into best ways to reduce physical restraint, with an emphasis on feasibility/practicality and how to make time in busy ward environments.
Implications for Practice: Improving communication and relationships between staff/ patients, making staffing-related changes, improving ward environments and providing patient activities are central to restraint reduction in mental healthcare. However, fundamental issues related to understaffing, high staff turnover and lack of time/resources need addressing in order for these suggestions to be successfully implemented.
K E Y W O R D S
communication, qualitative methodology, restraint, staff perceptions, staffing/resources represents a concerning gap in the literature and leaves countries likes the UK, where mechanical restraint is not routinely used, without sufficient evidence-based guidance. However, one recently developed restraint reduction intervention which is receiving growing attention and popularity is Bowers et al. (2014 Bowers et al. ( , 2015 "Safewards" interventions developed in the UK. The Safewards model (Bowers, 2014; Bowers et al., 2014) Excellence (NICE) guidelines, and Bowers et al. (2015) published the results of a large-scale cluster RCT, where Safewards interventions were implemented across 31 adult psychiatric wards and overall "containment" (which included rates of physical and chemical restraint) reduced by 26.4% on intervention wards.
Despite the promising findings regarding the Safewards interventions, it is important to note that the literature and primary research which the Safewards model was based upon were primarily quantitative in nature and did not have a strong emphasis on qualitatively collected data exploring suggestions and barriers from those directly involved, that is mental health patients and staff members.
Furthermore, Bowers et al. (2014) state that "The model is…specu-lative and is a tentative proposal rather than a final, comprehensive, solid, established evidence-based conclusion" (p.355). Furthermore, of the limited qualitative research that has been conducted more widely with mental health staff and patients, the majority has focused on experiences of restraint without exploration of their suggestions for reducing its use, and little of this research has been conducted in the UK. Therefore, there is justification for further qualitative exploration of the experience of restraint for mental health patients and staff members in order to add further weight to the basis of the Safewards interventions; to identify potential new areas of importance in restraint reduction; and to explore potential barriers to implementation from those directly involved. This paper reports on the findings from a qualitative strand of the PROMISE project (PROactive Management of Integrated Services and Environments) taking place within one UK National Health Service (NHS) Trust. This study aimed to explore mental health patients' and staff members' suggestions for reducing physical restraint, whilst addressing barriers to implementation. The first part of this study, related to the experience of physical restraint, is reported elsewhere (Wilson et al., 2017 ).
| METHODS

| Design
Semi-structured one-to-one interviews were conducted with mental health inpatients and staff members from one NHS Trust. The study was grounded in a realist epistemological framework in which participant responses were assumed to represent reality: realism recognizes that there is a real world independent of our experience whilst acknowledging that we are suspended in webs of meaning that we ourselves spin and that therefore there can be many layers to our reality (Moses & Knutsen, 2007) . The authors acknowledge that there will be differences between the patient's reality versus the staff reality and that resultantly these differing realities will likely evoke different feelings. Therefore, participant quotes distinguish between whether they are from patients or staff. The methods are reported adhering to the consolidated criteria for reporting qualitative studies (COREQ: Tong, Sainsbury, & Craig, 2007) .
| Participants
Participants comprised current or former inpatients who had lived experience of being restrained or had been an eyewitness of the restraint of others during their time as an inpatient on an adult mental health ward within the Trust, and current members of staff who had lived experience of restraining patients or had witnessed the restraint of a patient by other staff members on an adult mental health ward in the Trust.
Participants comprised 13 patients and 22 staff members. Patients comprised six males and seven females; three had been an eyewitness to other patients being restrained, and ten had lived experience of being restrained (most of whom had also been an eyewitness to the restraint of others). Ten were current inpatients, and three were former inpatients. Patients were aged between 18 and 65, and had stayed on a variety of adult wards. Staff members comprised seven males and 15 females; four had witnessed restraint of patients by other staff members, and 18 had lived experience of restraining patients (with the majority also having witnessed restraints conducted by others).
Staff were from a variety of roles including nurses, ward managers, healthcare assistants and occupational therapists. Ages ranged from early 20s to late 50s. Length of time working within the Trust varied from 4 months to 20 years, and staff members worked on a variety of adult wards.
| Recruitment and data collection
Participants were recruited through recruitment posters displayed on ward notice boards; verbal information presented at Trust events attended by staff, ward meetings attended by patients and staff, and service user support/advocacy groups; a recruitment email sent to all staff on adult wards; and staff providing participant information sheets to patients who fitted the inclusion criteria.
Interviews (lasting approximately one hour) were conducted by authors one and two, either in local community settings or on Trust premises but away from hospital wards to maintain confidentiality and avoid triggering traumatic memories. Interviews were digitally voice-recorded and transcribed. During transcription, any potentially identifying information was replaced with pseudonyms. Discussion took place with the advisory groups about whether transcripts should be sent to participants following their interview for comment and/or corrections; however, the groups advised that it may be additionally upsetting for participants to re-experience the interview, and it was decided that instead participants would be asked to contact the researchers in the week following the interview if they wanted to add information.
Interview schedules were designed to encourage participants to consider their experience of restraint and provide suggestions for reducing restraint, and were codeveloped and piloted with the advisory groups. The interview questions are provided in Appendix 1. The interview guide only focused on physical and chemical restraint as seclusion is rarely used within the Trust with only one seclusion suite available, and mechanical restraint is not routinely used in the UK.
| Rigour and reflexivity
This study forms one element of the wider PROMISE project, the overall aim of which is to develop a proactive care toolkit aimed at reducing the need for physical restraint, by working collaboratively with key stakeholders as coresearchers to ensure that the perspectives and expertise of service users and professionals are influential throughout the research and development process. The research elements of the PROMISE project include the present qualitative study (the first part of which is published elsewhere: Wilson et al., 2017) , a quantitative study (under review) exploring the changes in rates of restraint within the Trust over time, and a systematic review of restraint reduction interventions (Wilson et al., 2015) . Two PROMISE advisory groups were formed: a staff advisory group comprising staff with experience of using restraint in mental health wards in the Trust, and a service user advisory group comprising mental health service users with experience of being restrained within the Trust. Feedback from the advisory groups and a multidisciplinary PROMISE steering group was incorporated into each stage of the design of the present study. The multidisciplinary PROMISE steering group comprises psychiatrists, academic researchers, nurses, registrars and a service user researcher, amongst others.
It was made clear to all participants in this study that participating would not impact on their care or employment and that the interviews were being conducted by researchers with no involvement in professional mental health care within the Trust and that responses would be kept confidential. This decision was based on feedback from the advisory groups that the person asking the questions should not be someone on the ward but should be someone "neutral." Authors one and two who conducted the interviews are not clinical staff members: author 1 was seconded to the Trust for one year only for the purposes of conducting the current qualitative study, and author 2 was employed as a Research Assistant for one year for the purposes of working on the wider PROMISE project (including the current qualitative study).
| Ethical approval and conduct
Ethical approval was obtained from the NHS Research Ethics Committee for the East of England and the relevant NHS Trust
Research and Development Department. Due to the sensitive nature of the interviews, participants were reassured both verbally and in the participant information sheet that they did not have to answer any questions that they did not wish to and that they could stop the interview at any point without giving a reason for doing so. If the participant became upset during the interview, the interviewer reminded them that they did not have to answer and gave the option of moving on to the next question, taking a break or ending the interview. Participants were informed they were welcome to bring someone with them to the interview who they trusted (e.g., family member, friend, keyworker, advocate) who could either sit outside of the room where the interview took place and could be available for support if they became upset or they could choose to have someone sit in the room with them throughout the interview (with the understanding that they should not contribute to the discussion). One participant chose to have someone sit in the room with them during the interview. Participants were also advised that if they experienced any significant distress following the interview, they should either contact their mental health care provider, their general practitioner or a relevant helpline/web site (with contact details for appropriate helplines and web sites provided). Participants were also asked whether they would like the interviewer to phone them the day after their interview to find out how they were feeling and if they were experiencing any distress as a result from participating. If this was the case, the interviewer would then arrange for a relevant mental health professional to phone them (one of the mental health professional members of the PROMISE steering group). A few participants asked for the followup phone call but did not report experiencing distress the following day. Participants provided written informed consent prior to participating. These ethical considerations were all informed by discussions with and recommendations from the service user advisory group.
| Analysis
The data underwent thematic analysis following Braun and Clarke (2006) ; going through steps of familiarization, initial coding, searching for themes based on initial coding, review of themes, theme definition and labelling. The data were coded and themed by authors 1 and 2 who independently read and reread the transcripts to identify themes.
Authors 1 and 2 then met to discuss and agree themes, with further confirmation of themes taking place through team discussions with authors 3 and 4 and the service user advisory groups. The data are presented in the form of a summary of key themes evidenced with illustrative quotes. Listen to patients 3 (23) 3 (14) 6 (17) Humanize care and interactions 2 (15) 2 (9) 4 (11) Staffing factors 9 (69) 16 (73) 25 (71) More staff members and more staff time 8 (62) 11 (50) 19 (54) Learning from more experienced staff 1 (8) 11 (50) 12 (34) Using and developing staff skills 3 (23) 6 (27) 9 (26) More peer support workers 2 (15) 1 (5) 3 (9) Staff support from senior management 1 (8) 2 (9) 3 (9) Environment and space 7 (54) 15 (68) 21 (60) Specific ward rooms 5 (39) 6 (27) 11 (31) Physical/aesthetic environment 4 (31) 6 (27) 10 (29) Take patients off the ward 2 (15) 5 (23) 7 (20) Personal space 1 (8) 4 (18) 5 (14) Different spaces for different types of patients 2 (15) 2 (9) 4 (11) Outside space 1 (8) 3 (14) 4 (11) Mixed gender wards 0 (0) 2 (9) 2 (6) More space in general 0 (0) 2 (9) (17) Personalized and patient-led care planning 0 (0) 10 (46) 10 (29) Patient involvement in care planning 0 (0) 9 (41) 9 (26) Personalized care planning 0 (0) 5 (23) 5 (14) Other suggestions ---Flexibility versus consistency 3 (23) 3 (14) 6 (17) More talking therapy, less medication 2 (15) 3 (14) 5 (14) Spiritual resources & support 4 (31) 1 (5) 5 (14) Positive risk-taking 1 (8) 3 (14) 4 (11) Sensory approaches 0 (0) 4 (18) 4 (11)
| FINDINGS
Staff reflection 0 (0) 3 (14) 3 (9) More patient choice 0 (0) 2 (9) 2 (6) Family/carer involvement 0 (0) 2 (9) 2 (6) Organization-level changes 0 (0) 2 (9) 2 (6) Patient training/education 0 (0) 2 (9) 2 (6) Checklist of alternatives to restraint 0 (0) 1 (5) 1 (3) Sharing practice 0 (0) 1 (5) 1 (3) 
| Communication and relationships
| Spend more time with patients
| Environment and space
Another area frequently cited as important in attempts to reduce restraint centred on environment and space, with seven patients and 15
staff members offering suggestions within this theme. 
| Specific ward rooms
| Activities and distraction
Five patients and thirteen staff members suggested that activities and distraction would be helpful in reducing restraint. Some emphasized the importance of distraction in general, for example:
…I think it is activity, keeping people busy, getting them involved in doing things… distracting them… divert people away from what they're fixated on… (Patient 1, eyewitness)
Others suggested specific individual, one-to-one and/or group activities, with emphasis placed on the activities being distracting, meaningful, engaging and stimulating.
| Individual or one-to-one activities
Three patients and eight staff members emphasized the importance of individual or one-to-one activities in keeping patients distracted, calm, happy and motivated and therefore reducing the need for restraint. 
| Group activities
Three patients and four staff members stressed the importance of group activities in reducing restraint. These were thought to help create communities on wards, normalize patient life, offer distraction and prevent boredom. Suggested activities were based around music, films, drama, arts and crafts, quizzes, cooking and other activities: 
| DISCUSSION
The aim of the study was to explore UK mental health patients' and staff members' suggestions for reducing physical restraint; adding to the sparse qualitative research conducted with these groups in a UK setting. This was important in order to complement the wider and spending more time with patients in order to build relationships (23% of patients and 27% of staff participants). These suggestions are partially addressed within Bowers et al. (2015) ten "Safewards" interventions, which include a "know each other" folder kept on wards (aiding staff getting to know patients); mutually agreed standards of behaviour by and for patients and staff (which would somewhat aid in informing and explaining to patients about their care/treatment); and "soft words" for handling escalation (which would aid compassionate and empathetic communication). The need for compassionate and empathetic communication may also partially be addressed by one of the six core strategies (Huckshorn, 2004) However, the suggestions relating to staffing factors and the environment are not addressed by the "Safewards" interventions, although could be partially addressed by two of the six core strategies which emphasize the need for recovery-oriented staff training and the use of restraint reduction tools such as sensory rooms.
Suggestions around staffing, communication and ward environment build on some previously proposed precursors to restraint reported in the literature exploring the experience of restraint (Bigwood & Crowe, 2008; Bonner et al., 2002; Fish & Culshaw, 2005) . And despite findings in the existing literature that restraint is often described as an inevitable/unavoidable part of the job or a "necessary evil" (Bigwood & Crowe, 2008; Wilson et al., 2017) , all participants had some suggestions for reducing restraint. This, along with the fact that staff and patients came up with so many ideas, suggests that asking staff and patients for their views on how to reduce restraint is of great value. However, whilst numerous suggestions were made for reducing restraint, both staff and patients emphasized the difference between the ideal scenario, and the reality of, and practicalities within, mental healthcare. For example, numerous participants (both staff and patients) highlighted the immense pressures on mental health staff members who are overworked due to understaffing and large amounts of paperwork being required. Emphasis was also placed on high staff turnover by patients and staff participants, resulting in many new and inexperienced staff members on the wards. Difficulties with implementing changes to ward environments were also discussed. For example, being unable to block line of sight, needing to keep wards clean, lack of money to implement changes, and the amount of time to get changes made was discussed by staff participants. Therefore, whilst many suggestions were made, fundamental changes in mental healthcare are required in the first instance. Descriptions of a tension between the principle of ideal care that follows policy and what is possible in practice/the dayto-day realities of service provision are a familiar finding within the wider literature on care environments (Bee, Brooks, Fraser, & Lovell, 2015; Hawkins, Redley, & Holland, 2011; McLean, Coombs, & Gobbi, 2016) . In the case of restraint reduction, this tension may have implications for the willingness of staff and patients to suggest, initiate and implement changes to the ward environment to reduce restraint.
| Limitations
Some limitations from the research warrant consideration. Patients and staff from child/adolescent, older persons, learning disability and eating disorder wards were not included; therefore, it is unclear at present how transferable the findings from the present study will be to specialist wards. However, a body of qualitative research related to older persons care is developing (Goethals, Dierckx de Casterle, & Gastmans, 2013; Ralph & Gabriele, 2014; Zwijsen, Depla, Niemeijer, Francke, & Hertogh, 2012) . The strengths of the present research include the inclusion of both patients and staff, those with lived experience and eyewitnesses, and the key role that staff and patient advisory groups played in the research design.
| Implications for mental health nursing
Improving communication and relationships between staff/patients, making staffing-related changes, improving ward environments and providing patient activities are central to the reduction of physical restraint in mental healthcare. However, fundamental issues related to understaffing, high staff turnover, and lack of time and resources need addressing in order for suggestions to be successfully implemented.
| CONCLUSION
In conclusion, multiple suggestions were provided by mental health staff and patients in how to reduce physical restraint in adult mental health wards, adding to the sparse qualitative research conducted with those with direct experience of restraint in a UK setting. The suggestions mostly fell under the themes: improving communication/relationships between staff and patients; making staff-related changes (e.g., more staff members, particularly more skilled/experienced ones);
improving ward environments/spaces; and having more activities.
These suggestions would be somewhat aided by currently available restraint reduction interventions (Bowers et al., 2015; Huckshorn, 2004) which show promising success in reducing restraint; however, not all of the suggestions made are addressed by currently available interventions, and the suggestions were made in the light of concerns around practicalities and feasibility of their implementation which should be considered. Fundamental issues related to understaffing, high staff turnover, and lack of time and resources were seen as a first point of call which would enable the implementation of the suggestions made. Continued research is needed into best ways to reduce restraint within mental healthcare, with particular emphasis on feasibility/practicality. The impact of staff and patient views/discourses on the feasibility of implementing improvements to reduce restraint also warrants further investigation. Research that supports the reduction of restraint is needed not only because of political pressure internationally, but because we as mental healthcare providers should be striving towards more humane mental healthcare in our services.
However, fundamental changes identified by staff and patients (in particular in relation to freeing up more staff time) may be needed in mental health care settings before interventions can be successfully introduced.
| RELEVANCE STATEMENT
Physical restraint has a long history in mental healthcare but has negative consequences and international policies call for its reduction. This 
